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Abstract: Intimate Partner Violence (IPV) is a public health problem with harsh consequences for
women’s well-being. Social attitudes towards victims of IPV have a big impact on the perpetuation of
this phenomenon. Moreover, specific problems such as the abuse of alcohol and drugs by IPV victims
could have an effect on blame attributions towards them. The aim of this study was to evaluate
whether the external perception (Study 1) and self-perception (Study 2) of blame were influenced
by the victims’ use and abuse of alcohol or by the victims’ use of psychotropic prescription drugs.
Results of the first study (N = 136 participants) showed a significantly higher blame attribution
towards female victims with alcohol abuse compared to those without it. No significant differences
were found on blame attributed to those with psychotropic prescription drugs abuse and the control
group. Results of the second study (N = 195 female victims of interpersonal violence) showed that
alcohol consumption is associated with higher self-blame and self-blame cognitions among IPV
victims. However, results did not show significant differences on self-blame associated to the victims’
use of psychotropic prescription drugs. Our findings indicate that alcohol consumption, but not
prescription drugs use, plays a relevant role in the attribution of blame by general population and
self-blame by victims of IPV.
Keywords: alcohol; attitudes; intimate partner violence; prescription-drug; victim blaming
1. Introduction
Intimate partner violence (IPV) is defined as the violence committed by a current or former
partner [1,2] and it includes any behavior “that causes physical, sexual or psychological harm, including
acts of physical aggression, sexual coercion, psychological abuse and controlling behaviors” [3]. Worldwide,
almost one third of women who have been in a romantic relationship report having experienced some
form of physical and/or sexual victimization by their partner in their lifetime [4]. In fact, the 2030 Agenda
of Sustainable Development Goals (SDGs) encourages all countries to eradicate IPV, since violence can
negatively affect women’s physical, psychological and sexual wellbeing, increasing the risk of a poorer
health, and it is associated with childhood trauma [5,6]. The most severe consequence of IPV is death,
and 38% of the female murders are currently attributed to this form of violence [4]. Moreover, IPV can
also have a negative impact on women’s economic and social outcomes [7], as well as on mental health
(e.g., depression; [8]), which might eventually turn into alcohol and drugs abuse [9].
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IPV victims blame themselves for the violence they have experienced [10]. Moreover, they are
judged as more blameworthy by the society when they have violated gender roles [11]. Such feelings of
blame have an important role on the perpetuation of this phenomenon, and they are related to adversely
negative mental health consequences, including substance abuse [12]. However, the relation between
IPV and substance use and abuse remains understudied. Data indicates that, among welfare recipients,
victims of recent physical partner violence show higher rates of alcohol dependence (8%), compared to
those who experienced physical partner violence in the past (2.6%) and those who have not experienced
physical partner violence (1.1%) [13]. Women exposed to IPV have also shown to be more likely to use
psychotropic drugs, even after controlling for mental health [14]. According to research, substance use
might become a coping strategy for facing continuous violent experiences [15,16] since victims expect
that substances will alleviate the negative physical and psychological impact of IPV [17]. Moreover,
psychological violence has shown to undermine adaptative coping strategies such as social support
among victims of IPV, leading to drug abuse problems [18]. Gezinki, Gonzalez-Pons and Rogers [9]
concluded that survivors use alcohol and self-medication as a coping mechanism while abuse is
occurring, in order to reduce pain; and after the relationship, victims use alcohol and self-medication
as a way of coping with the trauma and the stress of building a new life. However, Kaysen and
collaborators [19] have shown that the use of alcohol as a coping strategy may act as a mediator in
the relation between alcohol use and trauma symptoms among IPV victims. In accordance with this
approach, alcohol and drugs have been commonly understood as a consequence of the violence [17,20].
1.1. Social and Self-Perceptions of IPV Victims
One additional factor aggravating the negative consequences of IPV is social attitudes. As Flood
and Pease [21] asserted: “attitudes play a role in the perpetration of this violence, in victims’ responses
to victimization, and in community responses to violence against women (p. 125)”. These authors
assert that women’s response to intimate personal violence is determined by their attitudes towards
IPV as well as by the attitudes of those around them. Social attitudes towards intimate partner violence
influence women’s perception of support and help in an IPV situation [22]. Stereotypic beliefs about
intimate partner violence influence people’s evaluation of the victim, and “cultural beliefs around
IPV de-legitimize individuals who have experienced partner abuse, often blaming those who have
experienced IPV for their own victimization” [23] (p. 3).
More specifically, one critical attitude towards IPV victims in the general population is
victim-blaming, which is defined as the process in which the victim is overtly or covertly attributed
fault for their actions or inactions as the reason for the negative outcome [24]. Victim-blaming provokes
that women not fitting into the traditional gender roles are negatively judged for the violence they
are suffering [25]. Since the stereotypical features of an IPV victim are passivity and weakness [26],
any deviation of such stereotypical view increases victim-blaming. Accordingly, empirical evidence
has shown that women are judged more harshly in situations of sexual violence if they are behaving
against traditional gender norms [21,27,28]. Viki and Abrams [29] demonstrated that female victims
of sexual violence who have violated traditional gender roles are highly blamed by individuals who
endorse sexism. Therefore, gender norms are limiting women’s acceptable behaviors and individual
choices [11].
Victim-blaming is also important given its effect on external support provided in IPV situations.
Victim-blaming has shown to be the mediator in the relationship between social attitudes and
intervention in IPV situations [30]. When IPV victims are blamed for the violence experimented,
they will encounter more obstacles when asking for help. Firstly, because they might self-blame
themselves. Secondly, because they will anticipate that such social victim-blaming will turn into lower
help. Moreover, female victims not fitting in the traditional gender roles are negatively judged in
terms of blame [31]: “women who fail to conform to traditional expectations, either based on their
occupations or their actions, are perceived as less warm and this lack of warmth leads to more blame
and negativity in a psychological abuse context” [31] (p. 849).
Int. J. Environ. Res. Public Health 2020, 17, 4747 3 of 15
Self-blame is defined as the attribution of the cause of a traumatic event to one’s own actions,
assuming the responsibility of the event [32] and hindering recovery [32,33]. Self-blame is a criterion
for Post-Traumatic Stress Disorder (PTSD) in the Diagnostic Statistic Manual Fifth version (DSM-5) [34]
and plays an important role on intimate partner victimization (physical, psychological and sexual
abuse). According to Andrews and Brewin [35], attribution of blame in individuals that have suffered
traumatic violent experiences is a learned process where they may be more likely to blame their
character, which is linked to lower levels of self-esteem. Reich and collaborators [32] have confirmed
that self-blame has negative psychological consequences on IPV victims. In addition, according to
the Transtheoretical Model of Behavior Change [36] internal blame attribution has been associated
with the pre-contemplation phase in IPV victims. Moreover, women focused on feelings of guilt and
self-blame have higher substance abuse and stay in the abusive relationship for a longer period of
time [12]. As a consequence, internal attribution of blame enhances the mental health negative effects
of IPV among victims, including higher levels of depression and lower levels of self-esteem, damaged
psychological adjustment [12,32,37] and lower perceived social support.
1.2. Victim Blaming and Its Relation with Alcohol and Drug Use
Being male or female entails different expectations about social behaviors [38]. Gender has shown
to be a crucial variable determining drug use as socially acceptable or unacceptable [39,40]. In this
line, Brabete, Sánchez-López, Cuéllar-Floresa and Rivas-Diez [41] showed a negative relation between
alcohol consumption and traditional female gender norms. Although a traditional feminine gender
role might work as a protective factor for adverse health habits, it might also be detrimental for
social perception and victim blame. In fact, previous studies have shown that women who use drugs
report high levels of self-blame, shame, depressive mood, anxiety and tend to use substances more
frequently alone and in private rather than in public settings [42]. Moreover, according to Capezza
and Arriaga [31], non-traditional women are blamed more when they are attributed a lack of warmth.
Following the Stereotype Content Model [43], drug users would be considered low in competence and
low on warmth, labeled as completely cold [44]. This means that women using substances would face
an increased stigma since they go against expected female roles.
In this direction, since a man drinking alcohol is more socially acceptable than a woman drinking
alcohol [45], drinking among IPV victims will increase victim blame. Romero-Sánchez et al. [46]
showed that the victim’s alcohol consumption influences victim blaming to a higher extent than the
use of physical strength by the perpetrator. Moreover, victims who use substances are perceived as
less truthful, leading to higher victim blaming [47]. Another study by Stewart and Maddren [48]
showed that drunk victims of family violence were blamed more than non-drunk victims. However,
despite previous studies suggesting the effect of drinking on IPV victim-blaming, no previous research
has explored the differential effect of alcohol intake and other psychotropic drugs use on victim-blaming
among IPV victims.
1.3. Overview of the Present Work
The current study aims to explore the effect of prescription drugs and alcohol use on intimate
partner violence victim blaming. Our study has two different goals: (1) to assess the perception of
the general population of women victims of IPV that use either alcohol or prescription drugs and
(2) to determine whether there is a relationship between the use of alcohol/prescription drugs and
self-blaming among IPV victims. With this design, we took a two-sided approach to examine how
alcohol and prescription drugs influence intimate partner violence victim blaming.
Given that substantial research has shown the importance of social perception in the use of both
legal and illegal drugs [49], the first study used an experimental design to explore the detrimental
effect of alcohol abuse and prescription drugs abuse on the social perception of the IPV victim.
Considering gender roles on drinking and drugs is of great importance [50], in the second study,
we took a needed gender perspective because “the gender lens asks us to study substance use more
Int. J. Environ. Res. Public Health 2020, 17, 4747 4 of 15
carefully and to recognize the impact of social and cultural constructions of masculinity and femininity
on individual and group drug use” [51] (p. 286). This gender perspective is necessary since alcohol use
is significantly higher among men [50] whereas psychotropic drugs use is higher among women [52–54].
Therefore, a correlational study was carried out among victims of intimate partner violence to evaluate
whether alcohol and psychotropic drug consumption are positively related to self-blaming.
In order to understand the role of alcohol and psychotropic prescription drugs on IPV victim
blaming from a social and victim perspective, two studies were carried out, with two different
samples and two different recruitment strategies. The first experimental study was carried out
with a paper-and-pencil technique, which allows for a better control of confounding variables and
environmental distractors by the experimenter. The second study used an online sampling method for
recruiting women meeting the established inclusion criteria. In this case, the online sampling method
facilitated a higher perception of anonymity, which was crucial for the study given the sensitivity of
the topic [55].
1.4. Hypotheses
The hypotheses of the first study are:
Hypothesis 1 (H1). Victim-blaming would be higher when an alcohol abuse problem existed in comparison to a
control condition without an alcohol abuse problem.
Hypothesis 2 (H2). Victim-blaming would be higher when the victim was an abuser of prescription drugs
compared to a control condition without prescription drug abuse.
The hypotheses of the second study are:
Hypothesis 3 (H3). Victims of IPV that have an alcohol abuse problem would report higher levels of
self-blaming (Hypothesis 3a) and higher self-blame cognitions (Hypothesis 3b) than those women without an
alcohol abuse problem.
Hypothesis 4 (H4). Alcohol consumption is positively related to self-blaming (Hypothesis 4a) and self-blaming
cognitions (Hypothesis 4b) among IPV victims.
Hypothesis 5 (H6). Victims of intimate partner violence who have ever used prescription drugs would self-blame
themselves more (Hypothesis 5a) and would have higher self-blaming cognitions (Hypothesis 5b) compared to
women who do not report any prescription drugs use.
Hypothesis 6 (H6). There is a positive correlation between prescription drugs use duration and self-blaming
(Hypothesis 6a) and self-blaming cognitions (Hypothesis 6b) among IPV victims.
2. Study
2.1. Participants
A total of one hundred and fifty-five participants participated in the study. Nineteen of them were
excluded from the analysis due to invalid data, leaving a total of 136 participants. The majority of
participants self-identified as heterosexual (94.9%), and 52.2% were women. On average, participants
were 30.40 years old (SD = 13.61). Modal education was a university degree (58.1%).
2.2. Procedure
The research study entitled “psychosocial factors related to the perception of intimate partner
violence” was approved by the Ethical Committee of Loyola University previous data collection.
Following an incidental sampling procedure in different crowded places (e.g., libraries) of a Spanish
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city, a researcher requested the participants’ collaboration answering a paper-and-pencil study.
All participants were volunteers and provided informed written consent, and no monetary incentives
were provided for participation. A between-subjects manipulation was used, where two identical IPV
scenarios were created, except for the manipulation of the alcohol or prescription drug abuse problem
reported by the victim of the interpersonal violence. After a random assignment of the manipulation,
victim-blaming was assessed embedded within a larger series of questionnaires.
2.3. Manipulation
Interpersonal Violence scenarios: Three scenarios were created to incorporate the experimental
manipulation from Nguyen et al. [56] second scenario. This scenario described a fictitious dating
violence situation between Carlos and Ana, who were involved in a romantic relationship. The scenarios
varied exclusively in the information regarding Ana’s substance abuse (psychotropic prescription drug
abuse condition, alcohol abuse condition and control condition). The scenario provided to participants
was as follows: “Carlos and Ana have been dating for about four years, both are students at the
university (Alcohol condition: and Ana has alcohol abuse problems) (Psychotropic prescription drug
condition: and Ana has psychotropic prescription drug abuse problems). One day, Ana went out with
her friends and then came over to see Carlos. Carlos had been working hard on a project for one of his
classes. He had wanted Ana to help him with this task and was very angry at Ana her for going out
with her friends. He was quite upset and slapped her fairly hard. She fell and broke a bone in her
hand. This required a visit to the emergency room to reset the hand and to get pain pills” (adapted
from Nguyen et al.; scenario 2 [56]).
2.4. Measures
Victim Blame: Six questions from Romero-Sánchez, Megías and Krahé [57] were used to assess
victim blame: “Do you believe Ana should feel guilty for what happened at the end of this story?”
“Do you believe Ana incited Carlos to act like he did at the end of this story?” “Do you believe Ana
could have behaved differently to change the outcome of this story?” “Do you believe Ana got what
she deserved?” “Do you believe Ana could have prevented what happened at the end of this story?”
and “Do you think that Ana’s behavior provoked what happened at the end of this story?” The scale
response format was a 7-point Likert-scale form, with responses ranging from (1) strongly disagree
to (7) strongly agree. Higher scores indicated more blame attributed to the victim. There was strong
internal consistency in the present study (Cronbach’s α = 0.81).
2.5. Data Analysis
All analyses were conducted using SPSS (Statistical Package for the Social Sciences Version 26.0,
IBM Corp., Armonk, NY, USA) software. To evaluate the effect that experimental manipulation (control,
prescription drug and alcohol) has on victim blaming, one-way ANOVAs with Welch’s test procedure
was conducted. Additionally, pairwise comparison tests were used to examine descriptive data.
2.6. Results
Regarding the ANOVA for victim blaming with the different conditions (control, psychotropic
prescription drug and alcohol), Levene’s test for heterogeneity of variance indicated that responses
to victim blame questionnaire violated the homogeneity of variance assumption (F (2, 133) = 10.59,
p < 0.001). Accordingly, we conducted Welch’s test procedure [58]. Welch’s test held a significant
effect FWelch (2, 80.63) = 5.62, p = 0.005 (see Table 1). Our results confirmed Hypothesis 1, and pairwise
comparisons indicated that participants who read the alcohol abuse scenario scored higher on
victim-blaming compared to the control condition (t (59.97) = −3.19, p = 0.002). However, results did
not confirm Hypothesis 2, and there were no significant differences on victim-blaming among
participants who read the psychotropic prescription drug abuse scenario and the control scenario
(t (78.56) = −1.78, p = 0.08). Means are presented in Table 1. Results did not yield a significant effect of
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the psychotropic prescription drug on the blame attribution to the victim. There was, however, a clear
tendency among participants to attribute a higher blame to women who have a prescription drug
problem compared to the control condition.
Table 1. Descriptive statistics and ANOVAs for victim blaming.
Variable n M(SD) df FWelch p
Victim Blaming 2, 80.63 5.62 0.005
Alcohol condition 45 1.99 (1.29)
Prescription drug condition 44 1.58 (0.78)
Control condition 47 1.32 (0.57)
Note: Welch’s statistics are reported because of violation of homogeneity of variance assumption.
Victims of intimate partner violence are targets of a double source of blaming, namely: the social
judgement about their victim status and their own perception of their responsibility of such violence.
Results from the first study showed the importance of victim’s alcohol consumption on victim blaming
among general population; the second study aims to explore the effect that alcohol and prescription
drug use have on the victim’s self-blaming and self-blaming cognitions.
3. Study 2
3.1. Participants and Procedure
The study entitled “Alcohol and prescription drug consumption and its effect on interpersonal
relationships” was approved by the Institutional Ethical Committee of Loyola University previous
data collection and participants were recruited from an online survey. Inclusion criteria were:
(1) self-identifying as a woman, (2) being older than 18, (3) currently in a heterosexual relationship,
(4) correctly answering two attentional checks and (5) self-identifying as victims of IPV according
to the Woman Abuse Screening Tool (WAST-Short; see measures section). Participants not meeting
eligibility criteria were excluded from the analysis, resulting in a final sample of 195 female participants.
On average, participants were 32.36 years old (SD = 14.33). Modal education was a university degree
or Upper-Level Training Cycles (88.3% of participants).
3.2. Measures
The Woman Abuse Screening Tool (WAST-Short): This tool was utilized to evaluate the inclusion
criteria of self-identifying as victims of IPV. The Spanish-language version of this scale has shown
good specificity (76.2%) and good sensitivity (91.4%) [59]. The WAST-Short is composed of two items
that assess the degree of relationship tension and the difficulty that the couple reports in solving
arguments on a scale from 1 (no tension/no difficulty) to 3 (a lot of tension/great difficulty) [60].
Following Plazaola-Castaño et al. [59] a response of 2 or 3 on any of the two items was coded as
positive (1) whereas a response of 1 was coded as negative (0). The total score, calculated by summing
both items, ranges from 0 to 2, with 2 being the cutoff (participants scoring 0 or 1 were excluded).
Consequently, participants in the study included those experiencing some or great difficulty and some
or a lot of tension on their relationship. This way of calculating the final score is the recommended for
Spanish population [59].
The Alcohol Use Disorders Identification Test (AUDIT) [61] is a 10-item self-report screening
measure assessing Alcohol Use Disorders (AUD) and harmful alcohol use. The current study utilized
the total score to measure alcohol use problems, with a cut-off of 7 points for problem drinking as
suggested by Babor and collaborators [62] to be used by women. There was strong internal consistency
in the present study (Cronbach’s α = 0.81).
Prescription drugs: In the absence of an existing validated measure of the extent to which
participants use prescription drugs, we adapted four items from a larger measure used by Antich and
collaborators [63]. Specifically, we asked participants: “Have you ever taken psychotropic prescription
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drugs for depression, anxiety or sleep disorders?” with a response format including 0 (no consumption)
or 1 (consumption). Two participants have missing data in this question. Among participants reporting
any psychotropic drug use, three different questions were presented to explore the length of time
that they had been using prescription drugs for (a) depression, (b) anxiety and (c) sleep disorders.
With this purpose, a Likert scale was used with responses including 1 (less than 1 month), 2 (from 1 to
3 months), 3 (more than six months) and 4 (more than one year). The final timeframe of prescription
drug consumption was the average of the time reported for depression, anxiety and sleep disorders
(M = 2.43; SD = 1.04). This result indicates that among participants who reported any prescription
drug use, they had done so for between three and six months in average. A total of eight responses
were coded as missing on these two measures because of the inconsistent responses of participants to
the items (e.g., reporting no previous psychotropic prescription drug use in the first question but then
providing details on the specific features of their prescription drug use).
Self-blame: In order to evaluate the self-blame that women feel as a consequence of being victims
of interpersonal violence, the combination of two instruments was used. Firstly, the items of the
psychological violence (e.g., my partner demands obedience to his whims) from the Reduced Spanish
version of the Index of Spouse Abuse were used (ISA) [64], and afterwards, the level of self-blame that
female participants felt towards these items was assessed. Secondly, we listed the items referring to
behaviors of physical violence (e.g., my partner becomes abusive when he drinks) from the ISA scale
and immediately asked participants about the level of self-blame regarding those items. Specifically,
after reading the items on physical or non-physical violence, we asked participants: “How guilty do
you feel?”. The response format is a 6-point Likert ranging from 0 (not guilty) to 5 (totally guilty).
We calculated the total score by averaging the score reported for both items. There was strong internal
consistency of this measure in the present study (Cronbach’s α = 0.85).
Self-blame cognitions: The subscale from the posttraumatic cognitions Inventory (PTCI) [65] was
translated (and back-translated) into Spanish and adapted for the study purpose. Self-blame subscale
is a self-reported measure to assess self-blame as part of the traumatic cognition, and it was adapted to
evaluate female perception of having acted wrongly with regards to the violence they have experienced
(e.g., “It happened because of the way I acted”; “It happened to me because of the sort of person I am”).
The response format is a 7-point Likert from 1 (totally disagree) to 7 (totally agree). The total score
was calculated as the mean of the five items [66]. There was strong internal consistency in the present
study (Cronbach’s α = 0.87). The self-blame questions of the trauma questionnaire were presented
immediately after the items from the Reduced Spanish version of the Index of Spouse Abuse [64].
The self-blame cognition subscale was adapted in order to ask participants to answer these questions
with regards to the victimization items they had just read.
3.3. Data Analysis
Independent samples t-tests were conducted for testing Hypothesis 3, predicting significant
differences on self-blame (Hypothesis 3a) and self-blame cognitions (Hypothesis 3b) depending on
their alcohol problematic consumption. To test Hypothesis 4, which predicts that alcohol consumption
will predict self-blame (Hypothesis 4a) and self-blame cognition (Hypothesis 4b) among IPV victims,
regression analyses were run to evaluate the predicting role of self-blame and self-blame cognitions
on alcohol use. To test Hypothesis 5, which predicts differences on self-blame (Hypothesis 5a) and
self-blame cognition (Hypothesis 5b) among IPV victims depending on their prescription drug use,
independent samples t-tests were conducted. Lastly, in order to test Hypothesis 6, predicting a relation
between prescription drugs use duration and self-blaming (Hypothesis 6a) and self-blaming cognitions
(Hypothesis 6b), correlation analysis between drug use duration and both measures of self-blaming
were conducted.
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3.4. Results
Descriptive statistics and correlations are reported in Tables 2 and 3. Hypothesis 3, which predicts
higher self-blame (Hypothesis 3a) and self-blame cognition (Hypothesis 3b) on IPV victims with
an alcohol abuse problem, is partially supported (see Table 3). In accordance with Hypothesis 3a,
female participants who reported having problematic alcohol consumption scored higher on self-blame
(t (43.26) = −2.22, p = 0.03). Women scoring above the alcohol problematic cutoff scored higher on
self-blame (M = 0.81, SD = 1.31) compared to women below the cutoff (M = 0.31, SD = 0.81). However,
and contrary to Hypothesis 3b, female participants who reported having a problematic alcohol
consumption did not report higher self-blaming cognitions (t (177) = −0.99, p = 0.33) (see Table 4).
Table 2. Descriptive statistics.
Variable Range Mean SD N
1. Self-blame 0–5 0.42 0.96 186
2. Self-blame cognitions 1–7 2.16 1.42 184
3. Alcohol consumption 0–25 4.39 4.43 189
4. Prescription drug consumption duration 1–4 2.43 1.04 78
Note: The different sample size is due to missing data in some of the scales.
Table 3. Correlations of Study 2.
Variable 1 2 3 4
1. Self-blame
2. Self-blame cognitions 0.35 ***
3. Alcohol consumption 0.22 ** 0.17 * –
4. Prescription drug consumption duration 0.13 −0.04 −0.02 –
Note: * Correlation is significant at the 0.05 level (2-tailed); ** Correlation is significant at the 0.01 level (2-tailed);
*** Correlation is significant at the 0.001 level (2-tailed).
Table 4. Descriptive statistics and paired t-test for alcohol consumption and prescription drugs of
Study 2.
Alcohol
Below the Alcohol Cutoff Above the Alcohol Cutoff
Variable n M (SD) n M (SD) t (gl) p
Self-blame 143 0.31 (0.81) 37 0.81 (1.31) −2.22 (43.26) 0.032 *
Self-blame cognitions 143 2.11 (1.38) 36 2.38 (1.65) −0.99 (177) 0.326
Prescription Drugs
No prescription Drugs Prescription Drugs
Variable n M (SD) n M (SD) t (gl) p
Self-blame 101 0.44 (1.04) 76 0.43 (0.89) 0.09 (175) 0.93
Self-blame cognitions 99 2.02 (1.33) 76 2.35 (1.53) −1.53 (173) 0.13
Note: * p < 0.05, significant difference; The difference in sample size is due to missing data on some scales.
Our results confirmed Hypotheses 4a and 4b, since higher alcohol consumption was related to
higher self-blame (b = 0.22, t = 2.97, p = 0.003) and self-blame cognitions (b = 0.17, t = 2.23 p = 0.03)
(see Table 5).
Finally, our results did not allow us to confirm Hypotheses 5a and 5b (see Table 4). There were no
significant differences between female participants on their self-blame (t (175) = 0.09, p = 0.93) and
their self-blame cognitions (t (173) = −1.53, p = 0.13) depending of their prescription drug consumption.
Moreover and contrary to Hypothesis 6, which predicts a positive relation between the prescription
drug duration and self-blame (6a) and self-blame cognition (6b) among IPV victims, there was not
a significant association between time consumption of prescription drugs and self-blame (r = 0.13,
p = 0.27) and self-blame cognitions (r = −0.04, p = 0.71) reported by victims of intimate partner violence.
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Table 5. Regression Analysis of Study 2.
Variable Self-Blame
Predictor B SE t p n
Alcohol consumption 0.05 0.02 2.97 0.003 179








Predictor B SE t p n
Alcohol consumption 0.05 0.02 2.23 0.027









The present work examined the effect of alcohol and prescription drug use on victim-blaming.
Particularly, we have focused on female victimization since the World Health Organization Report [3]
states that women are frequent targets of violence, whereas men are more likely to be perpetrators.
Moreover, social perception in intimate partner violence phenomena is determinant [67]. With these
considerations in mind, the present study had two goals in different populations. Firstly, we examined
the social perception of victim-blaming depending on the victim’s alcohol or prescription drug
abuse. Secondly, and focusing on intimate partner violence victims, we evaluated whether the
reported consumption of alcohol and prescription drugs would be related to self-blame and
self-blaming cognitions.
Study 1 revealed that presenting an alcohol abuse problem but not a prescription-drug abuse
problem was related to higher victim-blaming compared to a control condition among general
population. This result might be explained because women who use alcohol are considered to violate
social gender norms, whereas prescription drug abuse is in accordance with the stereotypical view
of women as emotionally weak [26]. This result replicates previous studies reporting that “drinking
by domestic violence victims would lead to increased victim blame and derogation” [45] (p. 1054) because
alcohol consumption has a detrimental effect on the attribution of empathy and compassion. Alcohol
abuse causes women to be perceived as behaving inappropriately, which decreases the perpetrator’s
attribution of blame and increases the female’s responsibility of the violence [68,69]. From the
perspective of the Just World Theory [70], which states that bad things happen just to bad people and
people who deserve it, victim blaming in intimate partner violence situation is one of the strategies
that allow people to believe that the world is a just and fair place [71]. Valor-Segura, Expósito and
Moya [72] found that people who endorse to a higher extent the Belief in a Just World attribute higher
victim-blaming to the victim when there is not a cause for the violence, because people tend to think
that the victim must have done something to deserve such violence. Our experimental manipulation
gave participants a pretext to attribute blame to the victim, i.e., she has an alcohol problem.
Moreover, the current work extends previous literature revealing that there are no differences on
victim blame associated to the victim’s psychotropic prescription drugs abuse problem. This result
might be explained because the stereotype of women abusing prescription drugs would be that
of weakness and overemotional among other characteristics [73], which is in accordance with the
submissive stereotypical position hold by intimate partner violence victims. This result is in line with
findings from Little and Terrance [74], supporting that female victims described as more feminine
are considered less blameworthy. Merging results from Capezza and Arriaga [31] and the findings
presented here, we can assert that women with an alcohol abuse problem are violating their gender
role, and turning into higher victim-blaming in case they experience IPV violence.
Does social stigma towards female victims of IPV with alcohol abuse problem affect their
own perception and attitudes toward the violence they experience? Based on the fact that
women with substance abuse problems perceive lower levels of social support in the context of
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IPV experiences [75], we hypothesized that among victims of IPV with higher drugs and alcohol
consumption, the internalization of social blaming would be higher compared to IPV victims with
lower substance use. With this goal in mind, the second study using a specific sample of IPV victims
aimed to explore the effect that alcohol and prescription drugs have on self-blaming attribution for
the violence they had experienced. Results of Study 2 concluded that victims with higher alcohol
consumption or an alcohol use disorder endorse submissive and self-blaming beliefs. This result is in
line with previous studies indicating that victims of intimate partner violence with addiction problems
have a lack of personal autonomy [76].
This result is highly relevant because alcohol abuse is significantly higher among those women
who have experienced intimate violence compared to non-victims [77]. If experiencing violence is a
risk factor for alcohol abusive problem, and this abusive behavior leads to self-blaming among IPV
victims, self-blaming is a perpetuating phenomenon among women who use alcohol as a coping
strategy for IPV situations. According to the trans-theoretical model, self-blaming cognitions and
feelings might contribute to the victims’ emotional distress and hinder victims’ progression through the
TTM-based stages. The use of alcohol by IPV victims might aggravate this situation. Moreover, it might
be that alcohol consumption is used by female victims as a way of enhancing the bond with their
partner [78], given the high emotional dependence on their partners [79]. Another alternative is that
their perception of lack of mate alternatives because of their addiction would decrease their readiness
to leave the abusive relationship [78,80]. This might in turn increase their self-blame for not leaving
the abusive relationship. Lastly, another alternative is that self-blaming cognitions might be explained
because women are aware that they are violating the gender norm due to their alcohol consumption.
This perception comes from social stigmatization to female drinkers [81]. However, they would not be
aware of such violation if they use psychotropic prescription drugs since its consumption is perceived
as normalized and harmless, because they might be prescribed by a doctor [82].
5. Limitations
Despite the significant findings in our study about the role of alcohol and prescription drugs use
on blame and self-blaming attribution among IPV victims, this study is not without limitations. Firstly,
the current studies focused solely on one side of the phenomenon. While gender violence is a gendered
phenomenon where women are mostly victims and men are perpetrators of the violence, it would be
important to evaluate the level of male alcohol consumption to control for relations found between
self-blaming and alcohol consumption in Study 2.
Secondly, the manipulation in the first study has been carried out through a scenario method,
which might have limitations regarding external validity. Additionally, it was carried out with a
convenience sample, and the level of victimization or perpetration of participants was not evaluated.
Even though this level of victimization should be randomly distributed across the three conditions,
future studies should explore the role of experiencing violence on victim blame attribution. Thirdly,
the correlational nature of Study 2 avoids any interpretation of causality. Accordingly, longitudinal
studies should be conducted that examine the long-term and reciprocal associations between IPV
victim blaming on alcohol and prescription drugs use. Fourthly, the use of different samples for
each study compels us to be cautious regarding the interpretation of possible relationships between
studies. Further studies should evaluate both the effect of contextual and internal variables in the
same sample of IPV victims and their social network. Fifthly, previous research indicates that variables
such as depressive symptoms [83] or dysphoric symptoms [84] might also have a significant impact
on self-blame and self-blaming cognitions. In our study, and due to time limitations, no further
information was collected on possible control variables. Results from OLS regression should then be
interpreted with caution.
Finally, an important limitation of the second study is the use of the WAST. In our study,
we have used the criterion scoring for Spanish population to create the cut-off recommended by
Plazaola-Castaño et al. [59] due to its higher sensitivity. We must note though that this cut-off level
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has been shown to detect a high number of false positives, meaning that some of the women who
are considered as battered by the instrument might be erroneously classified as such. However, in
our study, we are not particularly interested in an exhaustive detection of intimate partner violence,
and our interest is to analyze the effect of alcohol and prescription drug use on self-perception among
women experiencing any kind of violence.
6. Conclusions
This investigation is designed as a potential contributor to the attainment of the fifth goal of the
Sustainable Development Goals (SDG) adopted by the United Nations Member States, which aims
to achieve gender equality and empower all women and girls. Specifically, we have adopted a dual
approach that integrates social and individual perspectives on the victim’s blame attribution analysis.
This allows us to attain a comprehensive understanding of the role of alcohol and drugs on victim
blaming that contributes to expand our knowledge on the role of victim’s behaviors on attributions.
In particular, results revealed that alcohol consumption, but not prescription drug consumption,
increases blame attribution among observers and self-blame attribution among victims. Both results
are closely related because of the fact that people perceive women with an alcohol abuse problem as
responsible for the violence they experience, it is manifested in everyday discriminant and non-helping
behavior [85,86] causing the victim to internalize such blame.
Present findings and future studies in this line of research have implications for interventions
with victims who are alcohol users and for policy intervention. On the one hand, the consideration
of blaming attribution and self-attribution is crucial for mental health professionals working with
IPV victims, since self-blame moderates the relation between physical abuse and PTSD severity [36].
Drinking problems on IPV victims need to be understood as a way of coping with self-blaming
cognitions. On the other hand, policymakers working on awareness campaigns might find the results
from study 1 useful for creating preventive programs aiming to reduce IPV by modifying individual
attitudes towards victims with alcohol abuse problems. Lastly, since the current COVID-19 pandemic
situation has shown to exacerbate IPV victimization [87], as well alcohol and drug problematic
consumption [88,89], we encourage researchers to explore the effect that COVID-19 pandemic might
have on the use of alcohol as a way of coping with IPV situations, due to the lack of social support.
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